Gestational diabetes mellitus (GDM) in both HIV-infected and -uninfected women has been poorly studied in Africa. We enrolled pregnant women ages 15--50 years at a large semiurban clinic in Cameroon. A 75-g oral glucose tolerance test (OGTT) was performed at 24--28 weeks\' gestational age or at the earliest prenatal visit for those presenting after 28 weeks. Women were diagnosed with GDM according to American Diabetes Association criteria ([@B1]). Data on height, blood pressure, sociodemographics, obstetrical history, prepregnancy weight, HIV clinical status, combination antiretroviral therapy (cART) history, and pregnancy outcomes were collected. Exact logistic regression models were used to identify predictors of GDM.

Of 316 participants, 20 (63%) had GDM, and 3 had overt diabetes (DM). Women with GDM presented for OGTT later than those without (29 vs. 27 weeks, *P* = 0.04) ([Table 1](#T1){ref-type="table"}). After adjustment for age, gestational age at the time of OGTT, family history of DM, HIV, and prepregnancy BMI, only age ≥30 years remained a significant predictor of GDM. Among HIV-infected women, 6.6% (11 of 166) exhibited GDM. In this subgroup, median age (30.5 vs. 28 years), systolic (118 vs. 105 mmHg) and diastolic (76 vs. 64 mmHg) blood pressure, and rates of cART use during pregnancy (90.9 vs. 54.2%) differed significantly between those with vs. without GDM (*P* = 0.04, 0.02, 0.01, and 0.02, respectively) ([Table 1](#T1){ref-type="table"}).
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Our overall rate of GDM (6.3%) is comparable with those reported in developed settings (U.S. 3.2--7.6% and Europe 2--11.6%) ([@B2]) as well as scarce African data (Nigeria 4.5--13.4% (\[[@B3]\], Ethiopia 3.7% \[[@B4]\], and South Africa 3.8--8.8% \[[@B5]\]). These rates vary depending on the method and criteria used. Had we used World Health Organization 1999 criteria, 3.2% would have had GDM. In multivariate analysis, older age, but not prepregnancy BMI, remained a significant predictor of GDM. Waist circumference has been shown to be a better predictor of cardiovascular/metabolic disease in nonobese subjects, which may account for this finding. HIV infection was not associated with GDM. The use of cART, particularly, protease inhibitors, has been associated with insulin resistance in pregnant and nonpregnant women. The low rates of cART (33 of 166) and protease inhibitor (1 of 166) use in the HIV-infected subgroup may explain why an association between HIV and GDM was not found in our study. Among HIV-infected women, GDM was associated with higher blood pressure. Almost all (91%) of the HIV-infected women with GDM were on cART. Our cohort had insufficient numbers of HIV-infected women not on cART with GDM to create an adequately powered multivariate model. Nonetheless, the significant association between cART and GDM in univariate analysis is consistent with reports in developed countries.

Our study is limited by its small sample size. The low rates of cART use limited our ability to assess effects of HIV/cART on GDM. Lastly, we could not properly evaluate effects of GDM on birth weight, since subjects delivered at different facilities.

Our study revealed a GDM rate within the range of that in advanced economies, evidence for the growing prevalence of diabetes in Africa, which is projected to double by 2030 as obesity, westernization of diets, and urbanization increase. Moreover, continued high rates of HIV with expanding access to cART may further impact this phenomenon. As GDM is a largely ignored disease in Africa, future studies to determine the scope and identify individuals at risk will inform health policy in resource-limited settings.
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